'MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEA% " H6=048625
D‘PAHNENT °r PUBL":Q:"E‘::;‘TD'T’"‘:?:O 'T.-Eﬁl- @E ______ Primary Registeation District No. Wl @ ¢ = eg%rrur'l No. _-J:A_“__'" STATE FILE NUMBER -

DO NOT WRITE -
ON THIS STUB AMENDED

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deccared lived. If institution: Residence befors

a. COUNTY 2. STATE 7’ . b. COUNTY JO . admission)
A‘.mm.) : Ty v

b. CITY {If outside covporate limits, give TOWNSHIP only) Length of siay in ib ¢, CITY Inside Limits
ORr . v QR

TOWN 3l vrans TOWN Yo O Mo W

¢. FULL NAME OF [If T in hospital, give location Inde Limits d. STREET IF qutside, give location) Reside on Farm
HOSPITAL OR

INSTITUTION LD, .1914 Yar [ NOM AD& 3 b # 3 Yer MoD

3. NAME OF DECEASED Firnt [ Middle

| Last . Month Year
e agveY  Warrer  Cooakx ), fons zs- 19563

5. SEX 6. COLOR OR RACE 7. morried BB Never Married [] |8. DATE OF BIRTH | - AGE (last birthday) [ IF UNDER ) YEAR” IF UNDER 24 HR

2!' I! | gr I Widowed [ Divorced ] \3/24/,882- 8, Mt§|hs ID';" ] Hours l Min,
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS CR INDUSTRY A PLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
L

during most4f working life, aven if retired) . a
Pt * S - 4 .
13a. FATHER'S NAME - MOTHER'S MAIDEN N NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. Addreu

{Yes, na, or unknown)] {If yes, give war or dates of serv 0 _
18. CAUSE OF DEATH (Enter only one cauvse per lineborupwon R INIERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: QONSET AND DEATH

INMEDIATE CAUSE (a) Circu latorv Failure T4 hrs.

Condition, it any,)  ouelo s __Cardiac Decompensatio Co 10 yrs
s 2t _ failure)
pating the wnder- | erow _ AdVanced age and Chronic Cardiac Path.

PART tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relaered to the terminal PART 1. I deceased was  female wos
diseass condition given in PART | (8} there a pregnancy in last 90 deys.

[DYM I O Neo [D Unknown

19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20k, DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 1l of item 18.)
PERFORMED? =] |»] O
YES] NO P8
20c. TIME OF Hou Manth, Day, Year I
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (8.9., in or about home, | 204. CITy, TOWN, OR LOCATION COUNTY

WHILE AT WORK [ farm, factory, swser, office bldg., etc.)
léLGd last saw 'l:rr:a alive on 12/15/63

NOT WHILE AT WORK [
eath occurred st / Vo In the dofe sfated sbove, and to the best of my knowledge, from the causas stared.

Vs 300
Rev. 4/59

DATE AMENDED

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

22b. ADDRESS 22c. DATE SIGNED

W, White, D. Q. Brookfield, Mo. 12/16/6

n
, | 23b. DATE 3 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (S121e)
Bee). 17,1963 Bﬂmm '
24. FUMERAL DIRECTOR ADORES! . DATE RECD. BYILOCAL REG. 4, EGISPRAR'S SIGNXTURE

g Q iod We |/R- /6 63

(Liceml:l Embalmer’s Statement on Revarse Side)

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NQ.




cast 22030

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. Ogﬁﬂ /
Student Signed A7 —£- /7’?/%4

Signarure of Stedent Embalmer
/- S
g 4 o -

I.lcensed Embalmer No.

oo rasen_ (/o f el DO g Ay Wz};

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should be so stated above.




